To the Editor:
Delayed diagnosis of latex allergy
To the Editor: We present an unusual case of latex allergy in a patient who experienced three major episodes of bronchospasm and hypotension under three different surgical settings before the actual diagnosis of latex allergy was established.
A 64-yr-old, 80 kg, 163 cm female with cervical spondylitic myelopathy presented for cervical spine surgery. She had had left knee arthroplasty under spinal anesthesia three years prior to the present surgery. In the recovery room, 500 mL of salvaged blood were transfused and she developed wheezing followed by severe hypotension and tachycardia. Supportive measures included supplemental oxygen, iv fluids, boluses of ephedrine and phenylephrine and dopamine infusion. This episode was attributed to a transfusion reaction from the wound drain.
1
She came for revision knee arthroplasty two years later, again under regional anesthesia. Approximately ten minutes after tourniquet deflation, she developed respiratory distress and hypotension requiring boluses of ephedrine and phenylephrine. She was intubated and mechanical ventilation was instituted. Oropharyngeal edema and poor lung compliance were noted, both improving with epinephrine. The episode was attributed to venous embolism.
2,3
The most recent surgery was cervical spine decompression and fusion. About two hours into the procedure, the patient developed bronchospasm, hypoxemia and severe hypotension. At this stage we suspected an anaphylactic reaction to latex. After the administration of epinephrine, hydrocortisone and diphenhydramine, the hemodynamic status improved. The following day she had a skin prick test that showed a positive result for latex. She also had a radioallergosorbant test that showed a high positive titer of 7.47 KU·L -1 (normal range: < 0.35 KU·L -1 ). Several features delayed the identification of latex allergy in this patient. In the first episode the patient seemed to have anaphylaxis following wound blood transfusion. In retrospect, application of the tourniquet might have prevented the systemic absorption of latex proteins. Transfusion of blood from the surgical drain probably resulted in the administration of latex proteins. During the second episode signs and symptoms appeared immediately after tourniquet release. Again, in retrospect, release of the tourniquet might have resulted in a systemic bolus of latex proteins. During the third episode the bronchospasm and hypotension began approximately 30 min after incision. The sequence of events was now clearer, pointing towards anaphylaxis 4 which was later proven to be due to latex. We conclude that clinical events can delay the diagnosis of latex allergy. Considering the increasing incidence of latex allergy it might be worth considering preoperative skin testing in any patient who suffered a major episode of perioperative hypotension and hypoxemia in the past. We evaluated the clinical impact of CO 2 pneumoperitoneum vs abdominal lift for laparoscopic procedures with respect to the splanchnic circulation, surgical stress, and the magnitude of the immune response. Thirty-two patients were randomly divided into pneumoperitoneum (P) or wall lift (W) groups. Gastric intramucosal PCO 2 (PrCO 2 ), CO 2 gap (PrCO 2 -PaCO 2 ), intramucosal Ph (pHi), and plasma concentration of epinephrine and norepinephrine were measured: 1) after induction of anesthesia; 2) during operation; 3) at the end of operation; and 4) at two hours after operation. The serum concentrations of TNF-and IL-6 were measured at 24 hr before operation, 24 hr and 72 hr after operation. The TNF-and IL-6 level of peritoneal macrophage were measured.
The PrCO 2 and CO 2 gap increased significantly during and after operation in P and after operation in W. The pHi decreased significantly during and after operation in P and after operation in W. These variables were significantly different between the groups during operation. Urine output was significantly higher in W (112.9 ± 50.2 mL) than in P (37.1 ± 17.0 mL). The results suggest that CO 2 pneumoperitoneum induces acidosis of the intestinal mucosal and also possibly impedes splanchnic circulation.
1,2 Further studies are needed to confirm the effect of insufflated CO 2 on intramucosal PCO 2 .
Epinephrine and norepinephrine increased significantly in both groups but epinephrine was higher in W at the end of operation. Surgical manipulation may mask the difference of stress response between the two methods until the end of operation. The results suggest that the hormonal stress response induced by wall lift is more important than with CO 2 pneumoperitoneum.
3 TNF-and IL-6 increased markedly 24 hr postoperatively and recovered at 72 hr in both groups, without significant differences between groups. This suggests that the magnitude of surgical injury and immune response are similar with both methods. 4 The levels of TNF-and IL-6 of peritoneal macrophage were similar in both groups. CO 2 has been known to induce an impaired production of cytokines in peritoneal macrophages. 5 We suggest that Values are mean ± SD. P = pneumoperitoneum group; W = wall lift group. *P < 0.05 comparing to baseline; †P < 0.05 comparing to group W, pHi = gastric intramucosal pH; PrCO 2 = gastric intramucosal CO 2 tension; CO 2 gap = difference between arterial and gastric intramucosal PCO 2 .
